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Background:  Eosinophilic myocarditis is a rare and under diagnosed cause of myocarditis. Treatment delays may lead to irreversible 
myocardial injury.
case:  A 53 year old man with a history of allergic sinusitis presented with increasing shortness of breath, rhinorrhea, cough, chest 
discomfort and malaise of two weeks duration. Symptoms worsened after the use of levofloxacin for acute bronchitis two and half weeks 
before his current presentation. Physical examination showed jugular venous distention, S3 gallop and tachycardia.
decision Making:  Electrocardiogram showed sinus tachycardia with troponin I elevation of 10.7 ng/mL. Peripheral blood showed 
eosinophilia at 1.548 103/ul. Echocardiography showed marked reduction of left ventricular systolic function with ejection fraction (EF) 
of 30%, moderate hypokinesis of basal walls, mild increase in wall thickness, mild reduction in right ventricular systolic function and 
small pericardial effusion. Due to above findings, we proceeded to left heart catheterization, which revealed normal coronary arteries. 
Presumptive diagnosis of eosinophilic myocarditis made based on above findings. He was then urgently transferred to a higher facility for 
endomyocardial biopsy and management. Cardiac magnetic resonance imaging showed diffuse myocardial edema, delayed myocardial 
enhancement including subepicardial enhancement in a nonischemic pattern with the greatest involvement of the septum. These findings 
were suggestive of active myocarditis. A right ventricular biopsy confirmed eosinophilic myocarditis. Steroid therapy initiated and a 
diagnosis of eosinophilic myocarditis secondary to levofloxacin use made after ruling out environmental, malignancy and infections as the 
cause of his peripheral eosinophilia. Two months later, his left ventricular chamber size decreased and EF improved to 42%. 
conclusion:  This case demonstrates the importance of identifying peripheral eosinophilia in evaluating eosinophilic myocarditis. Although 
a rare entity, noninvasive cardiac imaging findings with peripheral eosinophilia should prompt further evaluation with endomyocardial biopsy 
for its confirmation.
